Vision.-Right: 2 -275 ; left: counts fingers at 2 ft. below. Left pupil a trifle larger than right; contraction to light not well maintained. Ocular movements full in all directions, no proptosis appreciable. Wassermann reaction negative. Lens and vitreous clear. November 20, 1935: Left disc area swollen to + 8D; greyish in colour; many fine blood-vessels visible. Inner edge of swelling vascularized. The mass was not homogeneous in colour, the upper part looked rather dark, whereas the part down and out beneath the inferior temporal vein was yellowish. Whole area roughly 6 to 7 discs-breadth in diameter horizontally and vertically. On the outer side of the swelling was a linear haemorrhage and there was another over the inferior temporal vessels. The disc is situated towards the upper inner edge of the area.
health good. No swellings anywhere about him except one on the lobe of the right ear, which he has had as long as he remembers and has not increased in size.
Di8cus8ion.-Mr. H. B. STALLARD said that the presence of small cysts on the nasal side of the summit of the mass, its greyish-blue colour, and the convoluted capillaries seen over its surface were all compatible with the changes which might be seen in von Hippel-Lindau's disease-angiomatosis retinie. The fact that the patient had no other lesions did not necessarily negative this tentative diagnosis. It sometimes happened that fifteen years or more after such a retinal lesion had been recognized the patient died of cerebellar cysts and angiomatosis of the spinal cord. In the pathological laboratory at the Royal London Ophthalmic Hospital he had examined a specimen which during life had displayed a raised greyish-purple mass on the edge of the optic disc. Sectional examination had shown it to be composed of cavernous spaces filled with blood, proliferated neuroglial tissue and small cysts.
A diagnosis of angiomatosis retinse was made. Some of the clinical features in Mr. Adams' case niight be explained pathologically; the slaty-blue colour representing cavernous spaces filled with blood, the greyish-white masses being neuroglial tissue and the cysts completing the picture of a lesion of angiomatosis retinae.
Mr. ADAMS said that the cystic appearance had only developed in the last three weeks. March 13, 1936 December 1935: Rigbt third nerve palsy; no other abnormal physical signs. Cerebrospinal fluid on two occasions slightly blood-stained. Skiagrams of skull showed small fleck above and to the right of the sella turcica.
CASES SHOWN AT
January 1936 : Arteriography showed two small collections of thorotrast immediately behind the origin of the middle cerebral artery.
Operation.-February 3, 1936: Right internal carotid artery ligatured. Subsequent slight improvement in regard to third nerve palsy.
DicWu88ion.-Dr. W. RUSSELL BRAIN said that intracranial aneurysm was far commoner than was supposed, even ten years ago. In most of the cases, as in the present one, the onset of symptoms of ophthalmoplegia was sudden, associated with severe headache, owing to leakage occurring from the aneurysmal sac. In a smaller number there was a progressive 3rd nerve palsy of insidious onset, associated with little or no headache. The first necessary step was to think of the possibility of aneurysm before asking a surgical colleague to verify it. These aneurysms were sufficiently common to justify the rule that if an adult, especially one in middle life, developed, suddenly or insidiously, a third-nerve palsy which persisted and was not due to syphilis or intracranial tumour, the cause was likely to be intracranial aneurysm.
Dr. A. J. BALLANTYNE said he had now under his care a case belonging to this group, and he would like to know how long a period could be allowed to elapse between the onset of the paralysis and the operation of ligation of the carotid, with a hope of recovery. In his case, the pain and paralysis had come on at the end of the previous summer. The patient was now very well; pain was absent, but there was complete third nerve paralysis, the question was whether anything was to be gained by the operation at this stage.
Dr. RUSSELL BRAIN (in reply) said experience showed that patients with aneurysm had such a bad outlook as to survival-a rupture or a series of ruptures were almost inevitable, and any one might prove fatal-that the risk attendant on arteriography and ligature waa justifiable. Two months after the hEemorrhage had ceased it would be safe and advisable to carry out further investigations.
Mr. NORTHFIELD (in reply) said that there seemed to be no danger from using 10 to 15 c.c. of thorotrast; following that quantity, there appeared to be no ill-effects on the body. Any dangers were associated with the exposure of the artery and the mechanical act of injection. Secondary injection of thorotrast had not been performed; indeed that would be difficult, because the internal carotid on that side had been ligated and, he hoped, had been obliterated.
Third Nerve Palsy following Dental Extraction.-W. RUSSELL BRAIN,
D.M.
The patient is a man aged 26, a motor mechanic, under the care of Mr. Affleck Greeves.
October 27, 1935 : Right upper lateral incisor tooth extracted under a local anesthetic and said by dentist to be " bad at the end of the fang." Two days later diplopia developed and two days after this the right eyelid drooped and there was pain behind the right eye.
November 12, 1935: Incomplete ptosis of right upper lid. Right pupil dilated and fixed. Complete paralysis of external ocular muscles innervated by right third nerve. Slight tenderness over right supra-orbital nerve and on pressure over eye. Wassermann reaction negative. Two weeks later began to improve. Still slight ptosis and weakness of elevation, adduction and depression of eye, pupil reacts sluggishly to light and accommodation. This is the fourth case I have seen in which ophthalmoplegia has developed within a month after tooth extraction in the upper jaw. All the patients had pain in the eye or over the supra-orbital nerve. I think these cases fall into the group of periostitis of the sphenoidal fissure, for which, in most of the cases, no cause is obvious. The prognosis seems to be good, as most of them recover in three or four months. In all the cases the symptoms were on the same side as the tooth extraction.
